SOME ORTHOPÆDIC OPERATIONS AT THE HIP AND SHOULDER1
		1Read in the Winter Lectures Series, South Australian Branch, May, 1959.  by Jose, G.A.
24 T H E AUSTRALIAN JOURNAL OF PHYSIOTHERAPY 
SOME ORTHOPEDIC OPERATIONS AT THE HIP 
AND SHOULDER1 
G. A. JOSE, M.CH. (ORTH.), F.R.C.SV F.R,A,CS. 
Adelaide 
The aim of this paper is to give a briet 
outline of some of the more common opera-
tive procedures performed in the region of 
the hip and shoulder joints so that the 
physiotherapist may have a mental picture 
of the state of affairs in the joint in the 
postoperative phase. 
T H E H I P JOINT 
The conditions which may require 
surgery in the region of the hip fall mainly 
into three categories: 
i. Those associated with trauma and its 
sequelae; 
2. Osteoarthritis of the hip; 
3, Infections, acute and chronic. 
Trauma 
By far the commonest operation per-
formed is an operation to stabilize a frac-
ture of the neck of the femur or a pertro-
chanteric fracture. In the former type of 
fracture, after reduction, a trifin or Smith-
Petersen type of nail from three to four 
inches long, made of stainless steel or 
vitallium, is introduced through the outer 
cortex of the femur below the greater 
trochanter and driven up the neck of the 
femur until it enters the head up to the 
subchondral bone. The aim of this pin or 
nail is to hold the fracture reduced until 
bony union occurs. This may take from 
four to twelve months. Until there is good 
radiological evidence of union it is unwise 
to allow the patient to bear full weight on 
that hip, 
With the pertrochanteric type of fracture 
in which the fracture is more comminuted, 
the method of fixation used is a pin and 
plate or a "blade" plate, the plate portion 
being firmly screwed to the shaft of the 
femur below the fracture. This fracture 
heals more quickly and with greater 
certainty than the fracture of the neck 
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of the femur, probably because the fracture 
involves the cancellous bone of the tro-
chanter whereas in the neck of the femur 
the bone is more a cortical collar with little 
cancellous content. Most patients can 
safely take some weight on the limb after 
six to eight weeks. About four more weeks 
are required for consolidation. 
Certain types of dislocation of the hip 
require operative intervention. As a rule 
the hip is dislocated posteriorly, often from 
violence transmitted through the knee with 
the hip flexed, for example, a dashboard 
injury. As the head of the femur is forced 
backwards, it may fracture the posterior 
rim of the acetabulum, thus producing a 
fracture-dislocation of the hip. Under 
certain circumstances this fragment 
requires to be openly reduced and fixed 
with a screw or small plate to reform the 
acetabulum. 
Less commonly, central dislocation of the 
hip occurs and the head of the femur is 
forced into the acetabulum, usually by 
direct violence in the region of the greater 
trochanter. The acetabulum is fractured 
and the joint disrupted. Again the fracture 
has to be reduced and may have to be 
reduced under vision and fixed with small 
plates. 
Osteoarthritis 
Osteoarthritis of the hip may be due to 
simple wear and tear in a weightbearing 
joint. On the other hand it may follow 
such conditions as congenital subluxation. 
traumatic dislocation, Perthes' disease, 
slipped upper femoral epiphysis or infec-
tions. In other words, it can be primary or 
secondary. 
The basic pathology is a degeneration of 
the articular cartilage with the formation 
of bony spurs around the joint and a loss 
of elasticity of the joint capsule. When it 
is severe, the patient experiences pain and 
limitation of movement and later develops 
adduction and flexion deformity of the hip. 
ORTHOPAEDIC OPERATIONS AT THE H I P AND SHOULDER 25 
Certain operations have been devised to try 
to overcome this disability but are used 
only when the limits of conservative 
management have been reached. These 
operations fall into three types: arthro-
plasty, arthrodesis, and osteotomy. 
Arthroplasty means the reconstruction of 
a joint. In performing an arthroplasty one 
attempts to obtain relief of pain, combined, 
if possible, with maximum movement and 
stability. One method used is to replace the 
head of the femur with a metal or acrylic 
prosthesis. Another is to interpose a cup 
of vitallium or stainless steel between the 
femoral head and the acetabulum. The 
Austin Moore prosthesis is made of 
vitallium and is inserted, after removal of 
the femoral head and portion of the neck, 
into the base of the neck and shaft of the 
femur. Walking after this operation with 
full weightbearing can be attempted in 
seven to ten days. The Judet acrylic pros-
thesis is inserted in similar fashion, except 
that the stem, instead of entering the shaft, 
emerges through the lateral cortex of the 
upper femoral shaft. If the posterior 
(Moore) or "southern" approach is used, 
the patient can again become ambulant 
rapidly because the abduction mechanism 
is not damaged. The chief defect lies in 
the strength of material used—acrylic is 
liable to crack and break—and the stem 
often loosens in the neck. Ideally, in a 
"cup" arthroplasty, the cup forms a mobile 
barrier between the femoral head and 
acetabulum. Convalescence, however, is 
slow and requires longer than with other 
procedures. 
Arthrodesis abolishes all movement at the 
joint and hence all pain is lost It is ideal 
for some younger patients who want a 
stable, painless joint with no prospect of 
further operations. It is performed by 
opening the joint and removing the 
articular cartilage of both the femoral head 
and the acetabulum down to raw cancellous 
bone. A long pin is driven up the neck of 
the femur into the broad body of the ilium 
to hold the position until bony fusion takes 
place. There are many modifications of this 
technique. One of the more successful is 
the McKee lag screw which exerts a com-
pression force between the opposing 
surfaces, 
In the operation of displacement osteo-
tomy the femur is divided below the greater 
trochanter and the shaft is displaced 
inwards, somewhat abducted, and allowed 
to unite in that position. The position is 
maintained by an external plaster spica or 
by a specially bent metal plate after the 
fashion of a blade plate. 
Infections 
Acute infections of the hip joint fre-
quently require drainage. This is usually 
performed through a limited anterior 
approach to the joint, incising the capsule 
and draining the pus present. This allows 
antibiotics from the blood stream to reach 
the area and protects the articular cartilage 
from the lytic action of the enzymes of the 
dead leucocytes. In tuberculosis of the hip 
modern treatment leans towards a short 
initial period of rest and antituberculous 
chemotherapy followed by drainage and 
removal of pus or caseous material and a 
limited synovectomy. This aims at restor-
ing the joint to as near normal as possible 
and this can be achieved if the disease is 
diagnosed early. If not, an arthrodesis 
must be performed later. 
T H E SHOULDER JOINT 
Conditions involving the rotator cuff and 
recurrent dislocations are the chief con-
ditions affecting the shoulder joint and 
often require surgical treatment. In some 
people there is an abnormal degeneration 
of the rotator cuff (the conjoined tendon of 
the supraspinatus, infraspinatus and teres 
minor muscles) with small areas of focal 
necrosis which may undergo calcification. 
If the tendon is still vascular the calcium 
salts provoke an inflammatory reaction 
which is painful. Pain is accentuated by 
abducting the arm as the swollen cuff im-
pinges on the acromium process—the so-
called "painful arc". 
Sometimes the subdeltoid bursa has to be 
opened and the area of calcification has to 
be removed by incising the cuff. In the 
more chronic forms and in the painful 
shoulder which may follow partial rupture 
of the cuff, removal of the acromion is 
required to relieve the impingement. In 
this operation the deltoid muscle is care-
fullv detached from the acromion and the 
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acromion divided up to the acromio-
clavicular joint ; the deltoid is resutured 
to the base of the acromion. 
For acute, complete rupture of the cuff 
in young patients, early repair is indicated. 
The cuff is sutured and the arm placed in 
an abduction frame until healing is thought 
to be sound. 
Recurrent dislocation of the shoulder 
usually occurs anteriorly and is due to the 
fact that the labrum glenoidale and anterior 
capsule are detached from the glenoid, 
which is either eroded or fractured. There 
may also be a "step" fracture of the 
posterolateral portion of the head of the 
humerus which coincides with the glenoid 
defect on abduction and external rotation 
of the arm, and this is the position in which 
the shoulder dislocates. In the Bankart 
repair the defect between the capsule and 
bone is repaired by suturing the outer edge 
of the torn capsule to the bony glenoid 
rim. In the Putti-Platt technique the 
subscapsularis tendon is shortened by over-
lapping it (that is, "double-breasting" it) 
in front of the joint together with plication 
of the capsule. In this way a barrier to 
redislocation is produced but there is also 
some restriction on external rotation. 
SUMMARY 
The common lesions of the hip and 
shoulder joints which may require surgical 
intervention are described. An under-
standing of the anatomy and pathology of 
these conditions, together with some appre-
ciation of the surgical procedures employed, 
is required by the physiotherapist respon-
sible for these patients in the convalescent 
phase. 
